SUMMARY
Many people prefer to have minor surgery performed and return home on the same day. In an endeavour to improve patients' comfort for such outpatient procedures, an anaesthetic technique using ultra short-acting drugs has been used for outpatient minor gynaecological surgery of dilatation and curettage (D and C) . A prospective assessment of the technique was undertaken and is reported.
METHODS
All patients presenting for D and C on the weekly outpatient list for gynaecological surgery were anaesthetized, wivhout premedication, by caudal blockade (15 ml 3 % chloroprocaine (Nesacaine) ) followed by propanidid (Epontol) intravenously to maintain sleep during the procedure of placement in the lithotomy position and D and C. Up to 1.5 g propanidid was occasionally needed if the procedure was prolonged but usually only 0.5 g-1.0 g was required. While the patient was asleep prochlorperazine 12.5 mg (Stemetil) was given intramuscularly. During the whole procedure the ECG was monitored. Each patient was assessed pre-operatively by means of a standard written questionnaire and medical interview. FoIlowing the procedure and prior to discharge (approximately 2-4 hours after surgery) a form (Table 1) was completed by the anaesthetist questioning the patient and vhe nursing staff of the day stay holding ward. A further form (Table 2) was completed by the patient two days later and returned to the Department of Anaesthesia.
Patients were given lunch 2-4 hours postoperatively, and were encouraged to become mobile as soon as possible. (Table 3) .
As dIlat.atIOn. of the cerylx IS a paInful The return rate for the Home Questionnaire ~rocedure. md~cmg autonomIc. reflexes at the in the series was 91 % (117 out of 129). The t~me of dIlatatIon, but not pamful postoperaresults of the two questionnaire forms are tlvely, a short-actl~g ca.udal block wa~ ~hosen tabulated in Tables 1 and 2 for the remaining as the preferred pam rehef. The propamdld was 117 patients, the figures in brackets in Table used to reI?ove a~.areness of the procedure ~nd 1 include the 12 patients who did not return the operatIve posItIon. As a very short duratIon the home form. Further breakdown of the ?f action was ~equired, but a quick onset. to results are presented in Table 4 for nausea and Improve operatIve turnaround, chloroprocame vomiting (3 %) was used as the local anaesthetic agent. .
Chloroprocaine has a low toxicity, a quick DISCUSSION Outpatient anaesthesia and surgery are attractive to both patients and hospitals. There have been, however, medical opinions voiced against such practice (Lancet 1975) although there are many advocates (Patterson et al. 1976 , Brash 1976 , Keep 1972 , Glendinning 1977 , Steward 1975 , Urbach and Edelist 1977 .
There would appear to be three major disadvantages to outpatient operationspostoperative pain, postoperative nausea and vomiting, and postoperative drowsiness. The first problem obviously precludes some operations as outpatients. Any operative procedure which does not cause much pain or which can be covered with simple analgesics is obviously suitable for outpatients. The other two problems are almost totally anaesthetic induced and may be interrelated depending on the drugs used.
Many outpatient anaesthetic techniques use short acting barbiturates particularly methohexitone, but also thiopentone. These drugs have long biological half-lives and leave oatients quite drowsy for a considerable time. They also cause an appreciable incidence of nausea and vomiting (19% and 28% Clarke et al. 1971) . Korttila et al. (1975) have shown that of all the intravenous induction agents they tested (thiopentone, methohexitone, Althesin and propanidid) the quickest recovery was attained with propanidid. Patients given this drug showed complete recovery when first tested with Cl simulated driving test after two hours.
All of the other drugs tested interfered with driving ability up to six to eight hours later when the test sequence ended. For this reason propanidid was the induction agent in this study; 91 % did not remfmber awakening until their return to the holding ward which was adjacent to the operating theatre, but all were onset of action and has the shortest duration of action of the injectable local anaesthetic agents (Goodman and Gilman 1975) . All except one patient had no residual effects from the caudal block or propanidid at 2-4 hours (no anaesthesia, no paraesthesia, no rhombergism, no urinary retention). The one patient who was slow to recover from the caudal block showed complete return of normal function by six hours. One other patient did not have any signs attributable to the caudal block but was admitted overnight because of "numb feeling all over" and dizziness.
Although propanidid causes hypotension, blood pressure was not continuously monitored per-operativelv because of the short duration of the procedure. Most patients did exhibit a tachycardia, but on return to the holding ward all patients had a normal blood pressure. One patient became shocked and hypotensive coinciding with dilatation of the cervix and a second injection of propanidid. Subsequent skin testing using standard procedures (Fisher 1976) showed no evidence of sensitivity to propanidid or cremophor E. L. or chloroprocaine. The episode, which had a successful conclusion, was attributed to "cervical shock" and stimulation of the parasympathetic nervous system in the presence of inadequate analgesia. 
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MOTION SICKNESS
Propanidid is unfortunately a drug with a very high incidence of nausea and vomiting (42 % Clarke et al. 1971) This incidence is higher than that with either thiopentone, methohexitone or Althesin. In an attempt to reduce this high incidence an intramuscular injection of prochlorperazine 12.5 mg was included in the technique. Nausea and vomiting were recorded for 29% of patients while in hospital and a further 5% after leaving hospital; an overall incidence of 34% (Table 4) . Only 10% of patients actually vomited (see Table 5 for comparison with the figures from Clarke et al. 1971 ) . It must be borne in mind that all these patients had lunch 2-4 hours after their operation and were encouraged to become ambulatory as soon as possible, usually 1 t-2 hours postoperatively. Both these factors have been stated to increase postoperative vomiting and nausea (Dundee et al. 1962) . It should also be emphasized that these results include those from home, and thus are taken over a far longer postoperative period than other studies.
Postoperative analgesia was usually not needed, but if requested was usually aspirin or paracetamol for headache. For some patients with lower abdominal pain these drugs were inadequate. One patient vomited after doloxene and she is included in the figures for vomiting.
It is possible vhat some of the postoperative drowsiness is related to the prochlorperazine. 13% of total 7% of total 3% of total 2% of total 1 % of total 20% of all Nausea and Vomiting Patients Dundee and Wyant (1974) and from CJarke et al. (1971) . This is a subjective response and it is interesting to note that Korttila et al. (1975) also found subjectively that their patients on propanidid felt tired though to all tests were found to be as good as their controls. Although not part of the prospective questions it was noted that many of the patients complained of not sleeping well pre-operatively because of worry about the operation and its findings. Propanidid is well known to induce sleep in persons unable to sleep, and the drowsiness may be from a similar action. In conclusion it is thought that this anaesthetic technique is very satisfactory for outpatients and can be recommended. Patients are alert, and as shown in Table 2 , 36% regarded the experience as pleasant.
